thinking that the line of future study, not of otology only, but of pathology in general, lies in a consideration of the tissue cells-as to why they undergo certain changes.
We talk of repair, but what is the biological significance of the process of repair ? Taking the case of repair of a wound in the skin, we have a fair idea of how that process takes place. We know how the fibrous tissue cells divide, we know how the leucocytes comne from the blood-vessels, how the epithelial cells grow and form a harmonious union of the connective tissue cells, and so on. We know that the epithelial cells change their character and beconme phagocytic, and the same is true of the fibrous tissue cells. That is to say, we have a fairly good knowledge as to how repair takes place. But, curiously enough, I have never, in all my reading and in all my communications with pathologists and physicians, heard the question asked, " Why does a wound heal ? " Why, when we injure the tissues, does repair take place at all? That is the problem before pathology. Why does not the wound remain open as a raw surface ?
When we solve the problem as to why repair occurs under normal conditions we may be in a position to say why it does not occur in certain other conditions, such as malignant disease, arterio-sclerosis, otosclerosis, and many more. We shall not solve the problems of pathology by knowing how repair is carried out, although that is extremely important; we shall have to know why it is carried out.
The problem will be difficult to solve, because no amount of observation of clinical facts or physiological or pathological experiments in laboratories or outside of them will suffice. What is required is the highest of all the intellectual qualities-imagination.
Brain of a Patient shown to the Section last year; the Patient having died some weeks after Operation.
A TUMOUR iS seen occupying the base of the brain mainly about the left cerebello-pontine angle: there is an extensive henmorrhage into the growth, and occupying the left-hand side of the mass is a cystic cavity (opened at the operation). Microscopically the growth is a glioma.
DISCUSSION.
Mr. C. E. WEST thought the thanks of the Section were due to Mr. Mollison for his complete and painstaking account of a very interesting case. One was brought into occasional contact with these cases, and they 'vere difficult of diagnosis, and treatment was a very'formidable matter. This case was obviously impossible, surgically, at the time it was attacked. The point in the case which particularly interested him was the distension of the upper and lateral part of the fourth ventricle, simulating a cyst. Presumably it was cerebrospinal fluid, not cystic fluid in the sense of the contents of a cystic growth, which ran out of the wound. He doubted death from exhaustion if by that was meant exhaustion due to loss of cerebrospinal fluid, unless the patient showed signs of inadequate fluid in a general way, similar to those of continued haemorrhage.. He once nearly killed a patient by withdrawinig a large quantity of cerebrospinal fluid, but she rallied and recovered, and, he thought, was still alive. He had withdrawn as much as 500 c.c. of that fluid in twenty-four hours without the patient showing signs of distress, and if the patient were kept well supplied with fluid he could stand great drains of his cerebrospinal fluid. Mr. Mollison generously presumed against himself that there was some infection of the meninges in this case, but the specimen did not show any grounds for that conclusion. Such patients as these died, and on the post-mortem table one could not say why, and that was particularly true of malignant cases. One case which he saw, but did not attempt to operate upon, had vertigo as the earliest symptom, and was pronounced inoperable by a very eminent cranial surgeon in London. After exploration he was subjected to X-rays through a decompression opening in the occipital region repeatedly. He was a student, and that was done two and a half years ago. Since then the patient had qualified.
Mr. G. J. JENKINS also desired to thank Mr. Mollison for the beautiful preparation and for his careful notes of the case. The point of interest to him, as it had been to Mr. West, was the association of a tumour and a cyst, and he asked whether Mr. Mollison could offer any explanation or suggestion to account for that association. It was curious that the whole of the fourth ventricle was dilated, and that the dilatation involved the left lateral recess of the ventricle-in the region of the cornucopia. It was possible that this recess had formed the cyst. It was difficult to see the anatomical formation in the specimen, but the association of cyst and tumour was interesting. Might there be a section of the lining membrane of the cyst ? as it would be important to know its histology in coming to a conclusion as to the nature of the cyst.
Mr. MOLLISON replied that Dr. Wyatt Wingrave told him before the discussion that he had a similar case which was a papilloma of the choroidal plexus, and that microscopically it was either an endothelioma or an epithelioma. In the light of that knowledge, perhaps one might change one's diagnosis in this case to endothelioma; though the microscopical difference between the two was a very subtle one. Dr. Johnson, who had specialised in the pathology of the brain, reported it was a glioma, with neuroglial elements in it. He would read Dr. Johnson's report: "Histologically the tumour exhibits the structure of a glioma. In parts the section shows typical neuroglial formation. The ground substance consists of a delicate protoplasmic network formed by the branching processes of the tumour cells. The nuclei of these latter are large and well defined, and are surrounded by a thin layer of protoplasm. Occasionally small areas of degeneration occur, which appear to be early collections of fluid between the cells. In other places, possibly the more rapidly growing portions of the tumour, the cells are more closely packed and the ground substance is proportionately less. Here the appearance approximates somewhat to a sarcomatous condition. This tendency, however, is insufficient to justify the application of the term 'glio-sarcoma' to the specimen." Dr. Johnson mentioned that there was some degeneration, with fluid between the cells, so a possible explanation of the cyst would be that it was an extension of that process over a large area. Mr. Jenkins made to him an excellent suggestion for the presence of the fluid, namely, that there was some nipping by the growth of the choroidal plexus, and consequently a kind of cedema behind. Dr. Johnson was now away at the war, but as soon as he knew anything further he would communicate it.
Case of Syphilitic Ulceration of External Auditory Meatus. By W. M. MOLLISON, M.C. S W. C., AGED 32, has been attending the Out-patient Department at Guy's Hospital, suffering from a chancre. This has been treated by means of mnercurial injections. Six weeks ago a boil appeared in the left ear; -this has been discharging ever since. The external auditory meatus and tragus on the left side are the seat of an ulceration. The meatus is so filled with flabby granulations that the membrane cannot be seen. There seems to be little or no pain in connexion with the ulceration. The soft palate shows a condition of superficial ulceration.
